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Directions for filling out the PHIP application 

 
 
 
Employer and Insurance Information Form:  Please fill in all requested information on the form.  Be sure 
you list the amount you pay for your policy and, if it is an employer plan, how often money is deducted from 
your paycheck.  Please also note when open enrollment is so we know when to expect your costs to change.  
*We do not pay dental premiums, but still need to know if you have dental coverage. 
 
Medical History Questionnaire:  Please fill out one questionnaire for each person in the home who has 
MaineCare AND private or group health insurance coverage.  This form helps us determine whether the PHIP 
Benefit will cost less than your medical expenses. 
 
W-9 Form:  This form is to be filled out by the policy holder of the health insurance.  Please fill in ONLY the 
policy holder’s name, address, social security number, signature and date.  This form is not used for reporting 
taxes.  Our Accounting department needs it in order to send you checks. 
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EMPLOYER AND INSURANCE INFORMATION 

 
Before filling this out, check with your employer to find out if and when you can sign up for health insurance.   
 
Date of open enrollment:  _____________________ 
 

Employee Name:   Employee SS#:   
Employee Address:  Telephone Number  
Employer Name:   Contact Person:   
Employer Address:   Telephone Number:  
 

Medical Ins. Carrier Name:  Medical Ins. Carrier Address:  
Dental Ins. Carrier:  Dental Ins. Carrier Address:  

 
*PLEASE ONLY SHOW HOW MUCH IS ACTUALLY BEING DEDUCTED FROM PAYCHECK 

 Employee 
Cost  

How Often Deducted Coverage 
(Please X covered services)

Single – Medical       
Single – Dental    Weekly ↓  HMO, PPO 
Employee w/Chrn - Medical    Please circle 50 or 52 times/yr.  Maj. Med/Comp. Plan 
Employee w/Chrn - Dental    Bi-Weekly ↓  Prescriptions 
Employee, Spouse - Medical    Please circle 24 or 26 times/yr.  Prescriptions Card 
Employee & Spouse – Dental    Monthly  Vision – Exam 1yrly 
Family – Medical      Managed Care 
Family – Dental    Yearly   

Medical Deductibles: Dental Deductibles: 
Single:  Single:   
Family:  Family:   
Co pay:   Co pay:  

Enrolled: Medical Y    N    Enrolled: Dental Y  N   

Certificate #  Group #  Certificate #  Group #  

Single   Single   

Employee w/Children   Employee w/Children   

Employee w/Spouse   Employee w/Spouse   

Family   Family   
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MEDICAL HISTORY QUESTIONNAIRE 
 

Date: ____________________________________ 
 
Case Name: ______________________________ MaineCare ID#: ________________________ 
 
Patient: __________________________________ MaineCare ID#: ________________________ 
 
Medical Condition: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 
Recent Hospitalizations: Expected Hospitalization: 

• ____________________________________ • ____________________________________ 

• ____________________________________ • ____________________________________ 

• ____________________________________ • ____________________________________ 

  

Medication: Regular Doctor Visits: 

• ____________________________________ • ____________________________________ 

• ____________________________________ • ____________________________________ 

• ____________________________________ • ____________________________________ 

  

Expected Medical Equipment Needs: Other Expected Medical Costs: 

• ____________________________________ • ____________________________________ 

• ____________________________________ • ____________________________________ 

• ____________________________________ • ____________________________________ 

Notes: 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

___________________________________________________________________________________ 
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